We report the case of a 32-year-old renal transplant recipient who developed disseminated Dactylaria constricta infection. The patient died despite treatment with amphotericin B, itraconazole, and fluconazole.
mmHg. Rhonchi were heard at the right lung base. The examination was otherwise within normal limits.
His white blood cell (WBC) count was 800/mL, with 12% neutrophils, hemoglobin was 7.3 g/dL, and platelets were 35,000/mL. Creatinine was 2.9 mg/dL and blood urea nitrogen ( The right upper quadrant was tender to palpation. Laboratory results showed a WBC of 16,800/mL, creatinine of 3.9 mg/dL, BUN of 102 mg/dL, and blood glucose of 332 mg/dL. Oxygen saturation was 95% on 2 L of oxygen. A chest radiograph demonstrated a right middle lobe infiltrate and a small pleural effusion (Fig. 1) .
Intravenous ceftriaxone and erythromycin were given. Tacrolimus was continued, and 100 mg of intravenous hydrocortisone were given every 6 h. Sputum cultures yielded only C. albicans and The amphotericin B dose was increased to 1.0 mg/kg daily, and oral itraconazole, 600 mg daily, was added. The tacrolimus was tapered off and the corticosteroids were decreased over the next few days. After 5 days, intraconazole was changed to intravenous fluconazole because the patient's pulmonary status was deteriorating and he was unable to take the oral formulation of itraconazole.
His mental status declined, and a noncontrast-enhanced computerized tomography (CT) examination of the brain revealed multiple low-attenuation lesions. Given the patient's grave prognosis, aggressive therapy was withdrawn, and he died on hospital day 32.
Autopsy revealed extensive consolidation of the entire right lung and the upper lobe of the left lung, with cavity formation in the right lower lobe, and widespread necrosis of perihilar and paratracheal lymph nodes. Multiple black, necrotic lesions were seen in the cerebellum, the periventricular white matter, and the thyroid gland. During the past decade Dactylaria species have been increasingly reported as a cause of infection in immunosuppressed humans (Table 1) . While the paucity of cases and the brief descriptions of several of these case histories makes it difficult to form generalizations regarding the presentation and clinical course, certain descriptive data can be gleaned from earlier reports. Eight of the 9 patients were men, and ages ranged from 30 to 63 years. Our patient is the sixth transplant recipient reported to have had D. constricta infection (6-10); there were 3 liver transplant and 2 heart transplant recipients prior to this report. Three other patients had hematologic malignancies (3-5). Four patients had insulin-dependent diabetes mellitus. Several patients had possible exposure to the organism through vocational or recreational activities involving soil (6-8), and 2 patients had infection with Nocardia asteroides, another soil organism, documented 2 months and 2 years prior to infection with Dactylaria, respectively (5, 9). Most patients, including ours, however, had no obvious exposure to Dactylaria.
The pulmonary lesions in our patient and the others previously reported were similar to those noted with infection with other filamentous fungi, such as Aspergillus. The infiltrates were usually nodular, and cavity formation was common. A combination of granulomatous inflammation and necrosis was typically noted on histopathological examination (4, 6, 10) .
The neurotropic predilection of D. constricta has been previously commented on (11) (12) (13) (14) (15) , and is demonstrated by the cases in this review; 6 of the 9 patients had brain abscesses. CT scans in most revealed multiple ring-enhancing lesions. An experimental murine model has defined the pathogenesis of the cerebral lesions following hematogenous spread to the central nervous system (13).
In transplant recipients, a more typical presentation of infection due to other dematiaceous fungi, such as Exophiala and Phialophora, is that of skin and subcutaneous nodular lesions (15, 16 
